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This study examined the relationship between family participation and the length
of stay for residents in treatment facility. The purpose of the study was to determine if
there was a correlation between family participation and the length of stay of resident in
residential treatment.
The study utilized an exploratory research design. The sample consisted of 30
staffmembers, who are employed by the Bridge Family Center. The analysis consisted
ofpercentages, frequencies, and a chi-square cross tabulation analysis. The results
indicated that the attitude of the staffwas similar to the level of the relationship of family
participation. In conclusion, the hypothesis was accepted. Family participation can
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This nation is in a critical period in terms of social work practice in child
welfare. This descriptive study seeks to cover some specific problems that confront the
clients at The Bridge Family Center. This study hopes to guide social workers to an
understanding of the need formore family involvement during the stay of the youth at the
center. It has been observed that youth with visitation or participation from
parents/relatives tend to have a shorter stay. Many of these youth have not been able to
hold their own in their family, school, and community. Some of the youth present with
emotional instability. Many of the children are fi’om broken homes. They lack intimate
and confidential relations with their parents and tend to be poorly adjusted. Some of the
children are genuinely psychopathic. Many children are unruly at home and school.
Children who have set up little convention of their own and do not observe the major
moral and legal regulations of the community. Many of the children have truancy or
incorrigibility; they are behavior problems and may have failed to adjust in a regular
school environment. Many of our youth are ofcourt commitment on a charge of
delinquency. Many of these youth are languishing in this residential program formore
than a year and a half.
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It is only recently that families have become an integral part of the mental health
service delivery system ofThe Bridge Family Center. In the past, families were seen
primarily as contributing to themental health problems of their children, and their role
was in treatment to alter their structure and or hinctioning. Changes in philosophy and
service delivery patterns, have resulted in families being recognized as a source of
valuable information about their children and their experience of the service system.
Families have begun to take on new roles with child-serving systems and professionals.
Genuine family involvement could not have occurred, without the infrastructure of a
network of family oriented organizations to develop and support a strong family voice
that represents and reflects the broad spectrum of families that are raising a child with an
emotional, behavioral, ormental disorder.
Residential treatment is one component in the continuum of services available to
families, who are unable to successfully manage their children’s behavior at home. It is
also one of the most restrictive and expensive forms of services, costing between $100
and $300 per day (Rivera & Kutash, 1994). Although inconsistent reporting procedures
across the state prohibit exact coimts ofchildren in residential care over time, the number
of children in residential treatment centers has increased in recent years (Rivera &
Kutash, 1994). This is a descriptive study of factors that contribute to the length of stay in
the residential treatment facility (The Bridge), by the youth. The specific area of concern
is the question- Do youth who have regular visitation tend to do less time in the facility?
This studywill address length of time of residents with participation from family versus
youth with non-participating family.
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This chapter describes the purpose of this study, the background and the statement
of the problem, and the significance of the study. It includes an overview of the study’s
goal and closes with a briefdescription ofthe chapters that follow.
Statement ofThe Problem
The Multi-Agency Team for Children (MATCH) arranges for mental health
treatment for Georgia’s youth with severe emotional disturbances. The Division of
Family and Children Services Treatment Unit manage the program. MATCH services are
paid through a combination of state and federal flmds. With the threat of funding being
cut by either the state or federal government, the MATCH committee has been looking
for ways to shorten the length of stay for the youth that they provide funding for. Along
with the threat of funding being cut, there is the increasing numbers of youth who need
services. As ofJime 2002, 805 children were receiving treatment services through
programs funded by MATCH.
The family is a critical institution in shaping and transmitting from generation to
generation, the values and rich traditions of culturally and ethnically diverse groups.
Brunner (1997) notes that in 1996,68 % ofAmerican children lived with two parents,
down form 85 % in 1970; about 24 % lived only with their mothers, 4 % with their
fathers, and 4% with neither parent. Perhaps these families face difficult task because
supportive relations may need to be developed. Children at The Bridge facility are very
vulnerable. The work ofKadushin and Martin (1988) is especially important for social
workers in understanding social welfare because they view it fi-om a social work
4
it from a social work perspective. This study was developed in an effort to investigate
whether family based treatment really decreased the length of stay for clients at The
Bridge, Furthermore, the study will compare the length of stay of clients with family
involvement versus those clients who do not have family involvement.
Purpose of the Study
The purpose of this study was to determine if there is a statistically significant
relationship between the length of stay ofclients with family participation versus those
clients who so not have family participation. Linderman (1995), notes the need to
stabilize troubled families in a short period of time. Troubled families often lack
resources, knowledge, and skills that most take for granted. This study was developed in
an effort to gain knowledge of the effectiveness of family focused practice at The Bridge.
There is an expectation by the State ofGeorgia’s Department ofHuman Resomces, which
oversees the Division ofChild and Family Services, for residential treatment facilities to
shorten the length of stay of their clients.
This studywill also examine whether there is a correlation between the lengths of
stay ofclients at The Bridge Family Center who have family participation during their
treatment stay. Whether or not the stay is shorter than those clients who do not have
family participation. The studywill compare the length of stay for clients who have
family participation with clients who do not have any family participation.
Significance of the Study
The significance of this study lies in the view that it will help guide social
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workers and other helping professionals’ efforts with targeting, developing, and
implementing specific areas in strengthening parental participation in shortening the
length of stay ofyouth in The Bridge Center. The knowledge, skills, and views of the
workers may be validated and become respected by the participants at The Bridge.
Perhaps family enhancement and family empowerment will increase parental
participation. The findings of the literature show that there is a definite desire in public
policy formoving treatment in the direction of community-based care, placing priority on
placement prevention and less restrictive placements. These factors, as well as a desire
for more effective services, highlight the need for increased attention to effective practice
in residential care. Evidence suggests that parental involvement during treatment is
associated with more successful outcomes (Jansen et al. 1996).
This study provides information regarding whether the involvement of families
in The Bridge’s family focused practice decrease the length of stay of a client. As
MATCH attempts to decrease the length of stay, is the practice of family focused
treatment effective. There will also be a comparative study of clients with family
participation and those clients who do not have any family participation.
Chapter 2 of this study provides an overview of the existing empirical research
on this topic. The third chapter describes, in depth, the methods used to conduct the
study, including the setting, sample, measure, design, procedure, and data analysis.
Chapter 4 consists ofan analysis of the data, as well as a presentation ofthe findings
using both graphs and tables. Chapter 5 discusses the findings as they relate to the
literature and draws conclusions about the study’s credibility. Finally, the sixth chapter
discusses the implications ofthe study’s findings as they relate to social work practice.
CHAPTER TWO
REVIEW OF THE LITERATURE
Family-focused practice is not limited to specific programs, initiative or services.
An individual worker within an agency can practice it, or it can be fully embraced by an
organization. Current social work practice philosophers, as well as the child welfare
legislation of the past decade, support intervention techniques that respect and strengthen
family ties and reflect the role and importance ofextended families, neighborhoods, and
communities (Saleeby, 1997). Trends have favored andwill likely continue to favor the
development of family-friendly approaches to practice, that is, the use ofmethods that
involve all family members in service planning and decisionmaking and that make use of
andmobilize community and family strengths and resources (Adams & Nelson 1995).
The Bridge has adapted the family-focused practice, however, in order to
continue to implement this practice, much research must be performed in an effort to
determine whether the practice is effective. This section reviews the relevant empirical
literature on family focused practice, and residential treatment in an effort to gain insight




There has long been recognition of the importance ofpartnerships with families
for children in out-of-home group care (Whitaker & Trieschman, 1972; Finkelstein 1974;
Whitaker 1979,1997). The cumulative findings of a number ofoutcome studies dating
back to the early 1960’s seem to point to the critical role that familial and community
support factors play in determining post placement adjustment of children returning from
residential care (Allerhand et al. 1966; Jenson & Whittaker, 1989; Taylor & Alpert, 1973;
Wells et al. 1991). Additionally, Whittaker and Pfeiffer (1994), Pecora, Whittaker and
Maluccio (1992), and Curry (1991) provides reviews ofthe findings ofthis literature as
well as some of the common weaknesses of residential outcome studies.
Since 1990, fortunately the group care practice literature focused on building
family-agency partnerships for children in out-of-home care has burgeoned. This
literature recognizes that partnerships with special populations and cultural variations are
important. Among residential population that may require customization of family work
re: children orphaned by AIDS (Levine et al. 1998) and youth who are dual diagnosed and
who may be involved with recovery efforts (Whittaker & Pfieffer 1994). At the same
time, Braziel (1996), in an overview of family focused practice innovations, notes that
families represent a spectrum ofcultural and ethnic diversity and working effectively with
them requires a solid grounding in cultural competence and family practice techniques, a
point underscored by the work ofLeigh (1995).
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Residential Programs
Enthusiasm for family-agency partnerships for children and youth in residential
group care must be tempered by the inconclusive nature of the evidence regarding
residential treatment itself. As a report from the U.S. General Accounting Office (GAO)
(1994) noted, not enough is known about residential care programs to provide a clear
picture ofwhich kind of treatment approach works best or the effectiveness of treatment
over the long-term. The GAO’s examination ofprograms nominated as exemplary,
however, found certain attributes to be most frequently associated with successfiil
residential care: family involvement; participation of a caring adult; planning for
post-program life; post-program support; skills teaching; service coordination;
development of individual treatment plans; positive peer influence; enforcement ofa
strict code ofdiscipline; self-esteem building; and provision of a family-like atmosphere.
The depth to which family-focused practice is implemented is often dependent
on community standards and agency culture. One component of this practice is family
definition, which may be practiced informally by including informal members. An
agencymay support this principle by requesting workers to inquire inclusively and
include casual members, as well as those related by blood or legal ties, and recognize
family membership.
The relationship among institutions, professionals, and families are changing as
the multiple benefits of the importance of involving families in services of their children
are recognized. Koroloff, Friesen, Reilly, and Rinkin (1996) summarized the change; “ In
less than two decades, the participation ofparents and other family members who care for
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children with serious emotional disorders has expanded form limited patient or client
roles to a wide range ofplanning, decision making and evaluation roles” (p. 409). These
changing relationships, which parallel those in other child disability fields, are prompted
by research linking family participation to positive outcomes for children (Burks, 1995;
Carlo, 1993; Carlo & Shennum, 1989; Curry, 1991), by legal mandates (Korloloff et al.,
1996), and by the development of a strong familymovement in children’s mental health
(Bryant-Comstock, Huff, & VanDenBerg, 1996).
The Federal Adoption Assistance and Child Welfare Act of 1980, PI 96-272
stated that, whenever safe and feasible children in out ofhome placements should be
returned to their biological parents as soon as possible (U.S. Congress, 1980) . This act
helps foster care and residential treatment programs to remain focused on the goal of
family reunification. However, as most child welfare professionals are aware, this goal
becomes less realistic as the severity of children’s and families’ problems increases.
Severely disturbed children in out-of home placement, who typically fail in foster home
placements and require residential treatment, have often been separated from their
families for extended periods. Such long periods of separation, complicated by severe
emotional/behavioral problems can work against the goal of family reunification for
children in residential treatment.
Residential treatment centers were viewed as less restrictive than inpatient psychiatric
hospitals but more restrictive than foster homes and group homes. Residential centers
tend to be characterized by the heterogeneity of children’s presenting problems and length
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of stay and ofphysical location and census size. They are less medically oriented, less
disease- and diagnosis-oriented and less regimented than hospitals. Wells and
Whittington (1991) foimd that, compared to the general population ofchildren, those in
residential treatment were more often impoverished, and had more behavioral and
academic problems, and showed more deficits in social competencies. Their problems
tended to begin at an early age, and they were apt to have had prior out-ofhome
placements.
In a study called The Children’s Village study, Taylor and Alpert, (1973)
suggested that adaptation after discharge was related to the child’s perception ofavailable
support fi'om significant others and to continuity, defined as the degree to which the child
lived continuously with his or her parents after discharge. These authors noted, however,
that indices ofparticipation by child and parents (attendance at school during treatment,
child or staff contacts with parents) were associated with adaptation after discharge.
Residential treatment programs themselves often do not have programming for
families to achieve successful reimification. Where most programs provide family
therapy, this may be a necessary but insufficient approach for families to achieve
successful, long-term reunification. Parents and children who have been separated for
extended periods also need to learn daily living skills: how to get along with each other
on a day in, day out basis. The residential treatment center can be an opportune,
controlled environment in which families can engage in this learning process ( Carlo,
1985). This involves getting parents to actively participate in their child’s programming
within the treatment center: participating in mealtime, homework time, outings and so
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forth. The model is based on the assumption that such parental involvement will lead to
acquisition of improved child management skills, a sense of adequacy and competence
and an increased conunitment and willingness on the part of the parents to resume full
time childrearing responsibilities.
Description ofclients
According to Finkelstein (1974), characteristically there are three types of
youngsters seen in the residential setting. One is the child from an intactmulti-problem
family. Though severe pressures are endangering the survival of the family system, there
are enough strength and motivation to seek a new approach to problem solving, so that
the child can return home. Sometimes parents define the problem simply as the child’s
needing to leam to listen. The second type ofyoungster is the child ofa one-parent
family or of one parent in a subsequent marriage where the etiology is such that return
home is doubtful. Yet parental involvement in parental sanction of long-term agency care
beyond temporary placement in a residential center is ofvital importance for the child’s
acceptance ofhimself and his life situation. The third type of child is one who seemingly
has no family ties, is legally available for adoption, but because ofmultiple traumas and
failures finds himselfat age 11 or 12 in a residential setting without ever experiencing
satisfying family relationships. For him, adoption and integration into a new family are




The researcher recognizes that there are several theories that are associated with
family focused practice. However, the theory most associated with this research is the
ecological model theory.
Germain and Gitterman’s (1980) “life model” of social work practice is the major
formulation ofecological systems theory; Germain has edited a collection ofarticles
demonstrating its application across a range of social work (1979a). The life model sees
people as constantly adapting in an interchange with many different aspects of their
environment. They both change and are changed by the environment. The ecological
model provides a comprehensive way ofunderstanding and helping families because it
recognizes the interdependence between people and their environment.
The ecological model, which is the theoretical foundation for Family-Centered
Approach, is viewed from the families perspective of “a half-full cup” rather than half
empty. This approach builds and promotes the strengths that families already have. The
key components ofa Family-Centered approach are: Creating partnerships and helping
relationships. The families are supported and child development is enhanced through
helping and partnership relationships. Secondly, building the community environment.
Families gain information, resources and support through their connections to the
community environment. Finally, linking families and community support. Participation,
two-way communication, and advocacy strengthen both the community support network
and family functioning.
The ecological paradigm is still emerging. It represents a integration of research
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and theory form development psychology and sociology, with experiential knowledge
from social work, family support, early intervention and early childhood education. It
represents a coalescing ofwhat researchers are learning about the way different social
environments and relationships influence human development. Because it is a new model
with many as yet imexplained elements, the ecological model is still is a state of flux.
The basic tenets of the ecological model have been established for some time and can be
stated as the following. Human development is viewed from a person-in-environment
perspective. The different environments individuals and families experience shape the
course ofdevelopment. Every environment contains risk and protective factors that help
and hinder development. Influence flows between individuals and their different
environments in a two-way exchange. These interactions from complex circular feedback
loops. Individuals and families are constantly changing and developing. Stress, coping,
and adaptation are normal developmental process. (Whittaker & Tracy, 1989).
A focus on the individual, isolated, and independent, is deeply embedded in our
culture and values. In contrast, an ecological model emphasizes the interconnections of
events and the bidirectionality ofeffects between organism and environment. An
ecological perspective views human development forma person-in-environment context,
emphasizing the principle that all growth and development take place within the context
of relationships. Thus, a childmust be studied in the context of the family environment
and the family must be understood within the context of its community and the larger
society. The language of the ecological model provides a sharp contrast to the mentality
upon which our legal, educational, and social service delivery system are often based.
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From a ecological perspective, the most logical model of a family is a system.
While there are critics ofthis conceptualization ( Hinde, 1989), most researchers now
approach the family from what could be loosely called a “systems perspective”
(Kreppner & Lemer, 1989). A systems approach to human development considers the
way relationships within the family and between the family and social environment
influence individual development and family functioning.
A basic ecological premise stresses that development is affected by the setting or
environment in which it occurs. The interactions within and between the different
environments ofa familymake up the “ecology” of the family and are key elements ofan
ecological perspective. The environment ofa family’s ecology include, the family, its
informal social network, commimity professional and organizations and society itself.
A Family-Centered Approach also borrows from family systems theory. Family
systems theory gives us useful principles for studying children within the context of their
family relationships. This framework requires us to stop operating as ifchildren exist in
isolation. Effective intervention understand and respect each family’s system. (Unger &
Sussman, 1990). A family’s informal social support network often provides services that
are informal social support network often provides services that are more accessible,




Community: May refer to relationships and social networks as well as physical location.
Family: Is the basic unit of society. In the nature of family-centered treatment, it could
be any indiyidual the client feels supported by.
Family Participation: Consists of the leyel of involyement in actiyities with their child
and/or staff.
Residential treatment: When an individual receives services while residing physically at
that agency.
Hypothesis
The hypothesis ofthis study is as follows:
Family participation decreases the length of stay of clients.
The null hypothesis is as follows:
There will be no statistically significant difference in the length of stay of clients
who do not have family participation.
Variables
For the purpose of this study, family participation is the independent variable.




This study was undertaken to determine if a relationship exists between family
participation and the length ofstay ofclients in residential treatment. The study is
predicated upon the assumption that clients who have family participation during their
treatmentwill have shorten length of stay in residential treatment. This study utilized an
exploratory design. Exploratory designs are used when there is little known from prior
research ofthe program and group being investigated. This research design was
appropriately selected and utilized, primarily because after a careful literary search and
numerous computers searches, the researcher found little literature, instruments, or
measures that addressed the hypothesis of the study.
Description of the Setting
There was only one group of respondents for this study: 30 staffmembers ofThe
Bridge were selected. The information of the clients sample with family participation and
those without participation was gathered from their charts., which were located at The
Bridge. The Bridge is a residential treatment facility for adolescents between the age of
12 and 17, it is located in Atlanta, Georgia. The agency offers various services for its’
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clients and their families. The services include individual therapy and family therapy.
The researcher facilitates admissions for the agency.
Sanq>lmg
The populationof this study involved discharged clients ofTheBri^e fix>m
January of2000 to July of2002.. The sampling unit contained fifteen staffmmbers vdio
had clients with family participation and fi^en staffmembers with clirats did not
have family {Moticipation. A nonprobability purposive sampling was utilized for this
study. The basis ofselecting this particular sampling fiame was due to the &ct that the
san^le’s population was convoiient and lei^y accessible to the researcher.
As previoudy stated, this study consisted of two groiqs, fifie«iwith family
participation and fifteen without family participation. The sample of fifte^ staff that
had elicits with fiimily involvemoit during dieir stay at The Bridge. Their individual
charts discovered this informatioiL These respondents were all oldor fiian the age of20,
with varied gender, race, and economic backgrounds. The primary reason for their
selection was their clients reported participation oftheir Emilies.
Th^ was fifteen staffmembers with clients without family participation
selected for fius study. These respondents were also older than 20, with varied gender,
race, and economic backgrounds. The reasons for their selection in the sample was
based the researcher’s assumption that this sample ofclients did not have family
participation.
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The staff that were used for this study was selected randomly, through a list of
current employees ofThe Bridge, provided by Human Resources. These respondents
were over twenty, with varied genders, race, and educational backgroimds. The reason
for their selection in the sample was based on the researcher’s assumption that this
sample would provide ^ency perceptions in to why parent’s participated or did not
participate in die program with their children.
Data Collection and Instrumentation Procedure
This study utilized a self-administered survey research questionnaire. It
contained questions that allowed the respondents to indicate personal data, ^^ch
consisted of their age, race or ethnicity, educational level, marital status, number of
children they have, and length ofemployment with The Bridge. The researcher also asked
a question related to the involvement of the families in the program. The Family -Based
Attitude Services Scale (FBAS) offers a good option for assessment ofstaffmembers
attitude towards families. The researcher modified scale by adding additional questions,
eliminating some of the original questions and by formatting the items based on a Likert
type scale fiom 1 to 5. The scale was modified to reflect the following: 1 = none of the
time, 2 = very rarely, 3 = a good part of the time, 4 =most of the time, 5 = all of the time.
Beyond the routine collection ofdata to monitor and improve program quality,
evaluation of the impact ofwoiker values, attitudes, knowledge, skill, may be desirable.
Most practitioners believe that the quality of the relationship developed between the
family and the worker is an essential determinant ofsubsequent change. In the field of
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psychothers^, a series ofrecent studies suggests that the ‘Hherapeutic alliance” between
clients and therapists *^t only reflects positive change butmay produce it as well”
(Lamb^& Beigin, 1994).
To execute the study with die staffmembers ofThe Bridge, the researcher had to
get permission fi:om the clinical director and program director. Once ^proval was
granted, potential participants were informed about the study and its purpose. The
researcher informed resporalaits i^o r^reed to participant in die study that their
patticipadon was stricdy voluntmy and diat they had the ri^t to withdraw their consult at
any timewidioiit judgment or penalty. Additionally, theywoe informed that all
informatirmwould be confidential and destroyed after the terminaticm ofthe study. The
researcher administered the questionnaire to each participant, and also entertained any
questions diatwere raised. The time frame ofdie questionnaire was ^^noximately 20
minutes. After completing the questionnaire, the re^ndents placed their completed
survQ^ in a large envelope.
Data Analysis
The datawas coded and analyzed by the use of the statistical computer pn^ram
package for Social Sciences Windows (SPSSWIN)* The statistical analysis consisted of
descriptive and inferential statistics, \riiich contained the firequencies and percend^es.
The inferential statistics consisted ofa Chi>Square analysis. The Chi-Square was
selected loused on the nonprobability sampling firame and measurement of the variables at
nominal and ordinal level.
CHAPTER FOUR
PRESENTATION OF FINDINGS
This ch^ter contains the descriptive statistics of frequencies and percentages,
which were utilized to describe the data the findings of the inferential statistical test,
chi-square, uliich was utilized to test the hypothesis ofthe stiufy. The chapter is
organized by frequency distributions ofdie data related to the respondoits’ demogra|ducs
and their levels of relationship satisfactiotL The chtqiter then presents tiie chi-square
analysis of the variables.
Table!
Demographic Frequency Distributions: Clients Ace
Family Family
Participation N<m Participation
Age N % N % Cum%
12-13 2 6.6 3 10 16.6
14-15 8 26.7 6 20 46.7
16-17 5 16.7 6 20 36.7




As indicated in Table 1, 6.6% of clients with family participation was between
the age of 12 to 13, there was 10% of the sample of clients with non participation from
their family in that age range. Of the clients with participating families, 26.7% was
between the ages of 14 to IS. In contrast the clients in the same age range without family
participation was at 20%. The clients with family participation in the age range of 16 to
17 was 16.7% and 20% was clients with non-participating families.
Table 1 further indicates that there is amoderate relationship (chi= .577) between
age ofclients and participating and non-participating families. When the chi-square test
was applied, the null hypothesis was accepted at (p> .749) indicating that there was a
statistical significant relationship between the variables.
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Table 2
Demographic Frequency Distributions: StaffAges
Family Family
Participation Non Participation
Age N % N % Cum%
20-25 4 13.3 6 20 33.3
26-30 6 20 6 20 40
31-35 3 10 3 10 20
36 + 2 6.7 0 0 6.7
Total 15 50 15 50 100
chi= 2.4 #= 1 p>.493
As indicated in Table 2,13.3% of the staffwith clients who had family
participation was between the age of20 to 25. There was 20% of staffwith clients who
did not have family participation who was between the age of20 to 25. Ofthe family
participation and non participation sample, 20% was between the ages of26 to 30. Ofthe
staffwith participating and nonparticipating families sample, 10% was between the ages
of 31 to 35. Of the staffwith participating families, 6.7% was between the age of 36 or
older. There were no staffwith nonparticipating families in the age range of 36 or older.
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Table 2 further indicates that there is a moderate relationship 0=2.4) between age
and staffparticipation. When chi-square test was applied, the null hypothesis was
accepted at (p>.493) indicating that there was a statistical significant relationship between
the variables.
Table 3
Demographic Frequency Distributions: Race or Ethnicity
Family Family
Participation Non Participation
Race N % N % Cum%
African American 8 26.6 12 40 66.6
Caucasian American 7 23.4 3 10 33.4
Total 15 50.0 15 50 100.0
chi=2.4 dj^\ p.>.121
As indicated in Table 3, African Americans represented 66.6% of the total
population. Caucasian Americans comprised of 18.2% of the total population. Phi(.121)
denotes that there is no statistical relationship among variables.
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Table 4
Demographic Frequency Distributions: Education Level
Family Family
Participation Non Participation
Education N % N % Cum%
High school graduate 5 16.6 6 20 36.6
Some college 4 13.3 3 10 23.3
College graduate 2 6.6 3 10 16.6
Graduate degree 4 13.3 3 10 23.3
Total 15 50.0 15 50 100.0
chi=.577 df=3 p>.901
As indicated in Table 4, out of the total population 36.6 percent has at least an
high school education. Of the staffwho clients had family participation 13.3% has some
college education and of the staffwithout family participation 10% has some college
education. A little over 6.6% of staffwith family participation was college graduates,
while 10% was nonparticipating families. Of the total population, 23.3% indicated they
have graduate degrees.
Phi (.901) shows there is moderate relationship between education among staff
with clients who have family participation and those who clients do not have participating
families, where chi-square (.577) shows some statistical relationship.
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Table 5




Employment N % N % Cum%
0-6 months 2 6.6 2 6.6 13.2
7-12 months 6 20 8 26.6 46.6
1-2 years 2 6.6 1 3.3 9.9
3-4 years 3 10 2 6.6 16.6
5-6 years 2 6.6 2 6.6 13.2
Total 15 50 15 50 100.0
chi=.819 df=4 p>.935
As shown in Table 5,13.2% of the total population have been employed at The
Bridge between the time of0 to 6 months. Of the family participation sample 20% have
worked at the center for 7 to 12 months, and 26.6% of the nonparticipating sample. The
total population amoimted to 16.6% working at The Bridge for 3-4 years and 13.2% for 5
to 6 years.
Phi (.935) shows there is a strong relationship between length ofemployment




Demographic Frequency Distributions: Marital Status
Family Family
Participation Non Participation
Marital Status N % N % Cum%
Single 9 30 12 40 70
Married 4 13.3 3 10 23.3
Separated of
Divorced
2 6.6 0 0 6.6
Total 15 50.0 15 50 100.0
chi= 2.57 dfrO. p>.276
As shown in Table 6,70% of the population was single and 23% of the population
are married. Of the sample 6.6% are separated or divorced.
Phi (.276) shows weak relationship between marital status among family




Demographic Frequency Distributions: Case Load
Family Family
Participation Non Participation
Case Load N % N % Cum%
0-2 3 10 2 6.6 16.6
3-5 4 13.3 4 13.3 26.6
Over 6 8 26.6 9 30.0 56.6
Total 15 50.0 15 50.0 100.0
chi=259 df=2 p>.878
As shown in Table 7,16.6% of the population has 0-2 clients, 26.6% has 3-5




How well does your clients family participate?
Family Family
Participation Non Participation
N % N % Cum%
None of the time 0 0 14 46.6 46.6
Very rarely 0 0 1 3.3 3.3
A good part
Ofthe time
8 26.6 0 0 26.6
Most of the time 5 16.6 0 0 16.6
All of the time 2 6.6 0 0 6.6
Total 15 50.0 15 50.0 100.0
chi=30 p>.00000489
Ofthe 30 respondents, 46.6% of the staffwith clients who had no participation,
stated that as a fact, while staffwith family participating reported 26.6% when asked the
same question.
Phi (.000489) shows there is very weak relationship between the two populations;





The families actively pursue contact with client?
Family Family
Participation Non Participation
N % N % Cum%
None of the time 0 0 14 46.6 46.6
Very rarely 0 0 1 3.3 3.3
A good part
Of the time
8 26.6 0 0 26.6
Most of the time 5 16.6 0 0 16.6
All ofthe time 2 6.6 0 0 6.6
Total 15 50.0 15 50.0 100.0
chi=30 dM p>.00000489
Ofthe 30 respondents, 46.6% of the staffwith clients who had no participation,
stated that as a fact, while staffwith family participating reported 26.6% when asked the
same question.
Phi (.000489) shows there is very weak relationship between the two populations,





The families actively pursue contact with staff?
Family Family
Participation Non Participation
N % N % Cum%
None of the time 0 0 14 46.6 46.6
Very rarely 0 0 1 3.3 3.3
A good part
Of the time
8 26.6 0 0 26.6
Most of the time 5 16.6 0 0 16.6
All of the time 2 6.6 0 0 6.6
Total 15 50.0 15 50.0 100.0
chi=30 df=A p>.00000489
As shown in Table 10, 46.6% of the population state that they have no contact
with the parents of their clients. While 16.6% of the sample reported that their clients
families attempted to make contact with them most of the time and 6.6% of the time
attempted to make contact all of the time.
Phi (.0000489) shows weak relationship between no contact at all and attempts to




The families are open to family therapy?
Family Family
Participation Non Participation
N % N % Cum%
None ofthe time 0 0 14 46.6 46.6
Very rarely 1 3.3 1 3.3 3.3
A good part
Ofthe time
2 6.6 0 0 26.6
Most of the time 5 16.6 0 0 16.6
All of the time 7 23.3 0 0 6.6




As shown in Table 11,46.6% of the population was reporting there families were
not open to family therapy. In contrast 26.6% of the families was open to family therapy
a part of the time.
Phi (.00000124) shows there is a weak relationship. There is very strong evidence




The term “family therapy“ has very little meaning when used in a case plan.
Family Family
Participation Non Participation
N % N % Cum%
None ofthe time 0 0 15 50 50
Very rarely 1 3.3 0 0 3.3
A good part
Ofthe time
2 6.6 0 0 6.6
Most ofthe time 6 20 0 0 0 20
All of the time 6 20 0 0 0 20
Total 15 50.0 15 50.0 100.0
chi=30 df=A p>.00000489
As shown in Table 12,50% of the population believed that there was little
meaning in “family therapy: when used in a case plan, while 20% when asked the same
question believed most of the time in “family therapy” as it relates to a case plan.
Phi (.00000489) shows weak relationship between the two groups, where
chi-square (30) shows that there is statistical relationship There is strong evidence




Most kids are better off in their own homes.
Family Family
Participation Non Participation
N % N % Cum%
None of the time 2 6.6 12 40 46.6
Very rarely 2 6.6 2 6.6 12.12
A good part
Ofthe time
3 10.0 0 0 10
Most of the time 5 16.6 1 3.3 20
All of the time 3 10 0 0 0 20
Total 15 50.0 15 50.0 100.0
chi=15.81 #=4 p>.0032
As shown in Table 13, at least of 20% ofexpected frequencies are less than 5.
The population ofthe sample reported 46.6%, believed that their clients were better off at
home none of the time. Phi (.0032) shows there is weak relationship between staffwith
participating families versus those without participation. Chi-square (15.81) shows there




Clients and their families have better information about their situation than staff.
Family Family
Participation Non Participation
N % N % Cum%
None of the time 0 0 0 0 0
Very rarely 0 0 0 0 0
A good part
Ofthe time
2 6.6 3 10 16.6
Most of the time 12 40 11 36.6 76.6
All of the time 1 3.3 1 3.3 6.6
Total 15 50.0 15 50.0 100.0
chi=.243 df-2 p>.885
As shown in Table 14, out of the staffwith family participation 40% reported that
they believed clients and their families had better information about their situations most
of the time., while 36.6% nonparticipation reported that also. Phi (.885) shows there is
moderate relationship between the two groups, where chi-square (.243) shows there is




Do you believe The Bridge uses family-focused services?.
Family Family
Participation Non Participation
N % N % Cum%
None ofthe time 0 0 0 0 0
Very rarely 0 0 0 0 0
A good part
Ofthe time
5 16.6 4 13.3 29.9
Most ofthe time 6 20 6 20 40
All of the time 4 13.3 5 16.6 29.9
Total 15 50.0 15 50.0 100.0
chi=.222 dj^2 p>.894
As shown in Table 15,29.9% of the population reported that The Bridge use
family-focused services a good part of the time. There was also a reported 40% that
stated that the services were used most of the time, when asked the same question.
Phi (.894) shows there is a moderate relationship between staffwith clients who
have family participation and those with put family participation, where chi-square (.222)
shows no statistical relationship among the variables.
CHAPTER FIVE
SUMMARY AND CONCLUSION
This chapter will provide a summary of the findings and conclusions of the study.
The chapter is organized to present the study’s hypothesis in relationship to the findings
and inferential testing, with a discussion of the limitations of the study and directions for
future research.
The study’s null hypothesis stated that there would be no difference in the level of
relationship between the lack ofparental participation of the residents in residential
treatment. The chi-square analysis of variables related staffattitude towards families of
their clients demonstrated a statistical significance at the .05 level among both groups.
This finding indicated that both groups are similar in their attitudes towards families.
Due to limited research studies, in the area of reducing length of stay ofclients it is
unknown whether or not this study’s finding is supported in the literature.
The frequency distributions indicated that the respondents were between the ages
of20 to over 35 years ofage. Their clients were between the age of 12 and 17. They
were primarily African American, with a small percentage ofCaucasian Americans. The
majority were single, followed by those who were married. The greater percentage of
respondents had high school education, with a lower percentage of those with graduate
degrees. The greater percentage had case loads of 6 clients or more .
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The respondents were split into groups of 15 staffmembers with clients who had
family participation and 15 without family participation. A greater percentage of
respondents indicated that they believed that The Bridge used family-focused services,
while a lower percentage indicated that the families attempted to make contact with staff.
Limitations of the Study
In conducting this study, the limitations were the small sample size ofonly
fifteen residents who had family participation and fifteen residents who did not have
family participation. This sample size prevents generalizing about the findings to the
population as awhole, and restricts the findings to the respondents that were studied.
Second, the sampling fiame was a convenience sampling, a nonprobability sampling
procedure. A probability sampling fiame, such as random sampling, should have been
conducted. Third, the youthwith family participations, parents may have been court
ordered to participate. The researcher did not consider that some of the families may
have been ordered to participate, therefore participation in the treatment may not have
been genuine. Future studies should include scales that measure the attitudes of the
parents in their involvement of their child’s treatment.
Suggested Research Directions
There are not any studies that focused on the results ofwhether the participation
of families in the placement resulted in shorter lengths of stay. Most of the literature
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discussed what the anticipated results ofproviding family-focused treatment would be.
There was limited literature with current information from their studies. Social work
practitioners must focus on the challenges in providing empirical validation for
family-agency partnerships including, how to develop family practice protocols. At
present, no clear consensus exists in the field of residential care with respect to the locus
of family engagement (in-home, agency- or community based); the focus of the
engagement of the families (family treatment, counseling). It would be beneficial if, the
development, strengthening, and validation oftools and methods that address the gaps in
the knowledge base are necessary.
CHAPTER SIX
IMPLICATIONS FOR SOCIAL WORK PRACTICE
The previous literature has clearly demonstrated that there is benefit in shortening
the length of stay in out ofhome placements. It shows benefits for the youth, the family,
the agency, and society.
Residential treatment facilities are more restrictive settings, and they separate
children from their families and communities. However, some recent developments may
provide opportunities for social workers to break away from past patterns related to
services for children that contributed to institutionalization. Efforts are being made in
several states to develop more positive collaboration between professionals and families
with youth in residential treatment facilities. These family-focused efforts are designed to
give parents a stronger voice in articulating their service needs. At the root of these
conflicting views is the family’s perspective that is being blamed for children’s problems
and that professionals do not listen to them. Mental health social workers specifically,
can plan an important role. They can shift some of the emphasis from treatment to
advocacy that is designed to assist parents inmobilizing to have an effective voice in
shaping the services offered to them and their children.
Consistent with other reviews ofresidential care research, the GAO report (1994)
identified planning for the youth’s return to the commimity after completing the program
40
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as crucial to successful outcomes in residential care. In a review of a number of
outcomes studies, Pecora, Whittaker, and Malulccio (1992) found that regardless ofa
youth’s status at discharge, the quality of supports available in the post-discharge
environment appeared to be associated with subsequent community adjustment They
also found that youth with supportive community networks were more likely to maintain
their treatment gains than those who lacked such supports. It is also noted that contact







I am a graduate student at the Clark Atlanta University’s, WhitneyM. Young Jr. School
ofSocial Work, Atlanta, Georgia. The subject ofmy Master’s Thesis is: “ A Exploratory
Study ofThe Relationship ofFamily Participation and The Length of Stay ofResidents of
Residential Treatment Facilities. ”
As a part of this research project, you are being asked to fill out the questionnaire and
return it to the facilitator when completed. The questionnaire will take approximately 10
to 15 minutes to complete. Your participation in this research study is entirely voluntary
and you may refuse to participate or withdraw your consent at any given time without
penalty. There is no compensation for your participation in this study.
I assure you that all information collected in this study will be completely
confidential. In all written material and/or oral presentation in which I might use material
fi:om the questionnaire that you have filled out, I will not use your name or any other
identifying information. If I were to use materials in any way that is not consistent with
what is stated above, I would ask for your additional consent. All questionnaires will be
destroyed upon completion ofthis project.
In signing this form, you are also assuring me that youwill make no financial claims for









Directions: Please answer all the questions by placing an X by the appropriate response.
Demographic Data:1.What is the age ofyour client?
12-13
14-15






































FAMILY-BASED SERVICES ATTITUDE SCALE
Adapted from Pecora, PJ., Delewski, C. H., Booth, C., Haapala, D.A., & Kinney, J.
(1985).Home-based family-centered services; The impact of training on worker attitudes.
Child Welfare 64(51.529-540.
This questionnaire is designed to measure workers’ values and attitudes toward families.
It is not a test, so there are no right or wrong answers. Answer each item as carefully and
as accurately as you can by placing the appropriate number beside each item as follows.
1= None of the time
2= Very rarely
3= A good part of the time
4= Most of the time
5= All of the time
8. Howwell does your client’s family participate?9. The families actively pursue contact with client?10. The families actively pursue contact with staff?11. The families are open to family therapy?12. The term “family therapy” has very little meaning when used in a case plan.13. Most kids are better off in their own homes.14. Clients and their families have better information about their situation than staff.15. Do you believe The Bridge use family-focused services.
End ofQuestionnaire! Thank you for your time and participation
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